deformities in the feet and hands are quite symmetrical. The everted great toes (see skiagram) are abnormally short and altogether small, though the first metatarsal bones are of about average size. Both thumbs are abnormally short and slender, the shortness being especially well marked in the first metacarpal bones (see skiagram). There is " congenital ankylosis" (or more probably non-development) of the interphalangeal joint of each great toe and each thumb. The projection on the left side of the child's neck is due to a thin bony outgrowth (somewhat like the styloid process of the temporal bones at the base of the skull) from the back of the middle of the left clavicle; it projects about 2in. upwards, and its upper end can-be felt almost immediately below the skin (see skiagram). In regard to this abnorrmality in the neck (which is not an exaggeration of a so-called " deltoid tubercle " of the clavicle), Dr. Weber knows of no similar case, but he believes that similar congenital deformities in the great toes and thumbs, or in other toes and fingers, are occasionally met with. He is indebted to Mr. Alwyne Compton for sending the patient up to him.
The patient, who seems otherwise quite normal, is the only child of healthy parents, both young. There is no history of any similar malformation in any other members of either the mother's or the father's family, nor is there any definite history of " maternal impression." Acute Tuberculosis (Hilum Phthisis). Specima,^f rom a Boy aged 3 Years.
THE boy had measles four months before the onset of the acute illness, but had not really been well since the measles. He was sent to my out-patient department from the Portsmouth Tuberculosis Dispensary as a case of probable empyema and there was complete dullness and absence of breath sounds over most of the right lung. The right side of the chest also appeared bulging as compared with left. The child was evidently extremely ill, temperature 1010 F., and much emaciation. A needle was inserted into the right side of the chest, but no pus was found. The next day there was less dullness, and bronchial breathing over the lower part of back. In the hospital the child improved markedly for about a week, then rather rapidly got worse with pyrexia, 1040 to 1060 F., and died three weeks after admission. There were signs of consolidation also at the left apex. There was no generalized tuberculosis.
The CHAIRMAN said that, judging from his post-mortem experience, tuberculous disease of the lungs of this kind in young children was by no means uncommon. It was a special feature of tuberculous disease in early childhood. for the mischief to start in the bronchial glands and spread from them into the lungs, the tubercles being more sparsely scattered as the periphery of the organs was approached.
Sections from a Case of Progressive Spinal Muscular
Atrophy of Infants (Werdnig-Hoffmann Type).
By LEONARD PARSONS, M.D.
THE sections were obtained from a boy, aged 3 years, the third child in a family of six. He was normal until the age of 10 months. Wasting commenced after an attack of bronchitis. At l year he could move the arms well at the elbows, but movements at the shoulder-joints were poor; the legs could be well moved. Wasting in the lower limbs was first noticed in the upper part of the thigh. He was never able to sit up alone or to crawl-i.e., weakness was first noticed in the back muscles and in the muscles of the pelvic and shoulder-girdles. During the third year he gradually lost the power of holding his head erect, and his voice became feeble.
State: Marked wasting, weight 9 lb., intelligence good. Unable to sit up alone, and when propped up scoliosis to the left in the lower dorsal and lumbar regions develops. Back muscles wasted. The head flopped about. Arms: Marked wasting and flaccidity, shoulder-girdle muscles almost complete paralysis, supination impossible, wrist-drop. Movements of fingers possible but weak, some extension and flexion of the elbow also possible. Fingers long, thin, with characteristic overaction and slowness in performing movements. The hands, which are not wasted, assume a rather characteristic position. Legs: Very thin, adducted, internally rotated, and slightly flexed at the hip-and kneejoints. Right talipes equino-varus, left talipes equino-valgus. The only movements possible are weak flexion and extension at the ankle and of the toes; the paralysis is of the flaccid type. No wasting of the feet notice-
